Introduction
An episiotomy is a surgical incision that is made in the perineum between the vagina and anus and is intended to expedite delivery of the fetus. It was believed that episiotomies healed better and had fewer complications such as dyspareunia or incontinence than spontaneous tears.
Episiotomy was 1 st introduced in the eighteenth century. Earlier, perineal care emphasized on soothing and supporting the perineum during childbirth as evident in the writings of Ephedus in the treatise 'Gynecology' (98-138) AD (1, 2) . During the 11 th century, a series of work was published from the 1 st medical school at Salerno, Italy. They all emphasized on protecting and preserving the perineum and cried against genital trauma (3) . Episiotomy was first described by Sir Fielding Ould in 1742 and in another 100 years it had become a commonly accepted practice. It was first published in a medical journal in 1810 (4) . Episiotomy and other surgical interventions were incorporated into obstetric practice with the advent of the male birth attendants. The rise in episiotomies also coincided with the shift from home deliveries to hospital deliveries.
The use of episiotomy had become routine and unquestioned from 1940 to1980, when Kitzinger and others in 1981 expressed doubts regarding its effectiveness and the first randomized studies were undertaken by Sheep and colleagues in 1984 (5) . Current evidence now shows that episiotomy increases the risk of 3 rd and 4 th degree tears, wound infections, PPH and does not prevent long term complications such as perineal pain or urinary incontinence.
The Argentine Episiotomy Trial Collaboration Group reported that episiotomy rates >30% in multigravidas and >40% in primigravidas cannot be justified (6) .
II. Aims And Objecives-
The present study aims to compare maternal and fetal outcome in women receiving episiotomy versus women with tears and whether tears have benefit over routine episiotomy with regards to the intraoperative, early and late postoperative course.
III. Methods And Materials-
A two arm observational study was conducted in the obstetric & gynecology department of Bombay hospital during the period 1 st December 2011 to 30 th May 2012 One arm consisted of 111 women who received episiotomy (control group) The other arm consisted of 38 women who had tears (study group). Inclusion criteria -Primiparous and multiparous women at term pregnancy with no obstetric complication.
-Instrumental deliveries were included. Exclusion criteria-multiple pregnancies -Malpresentation -Preterm labour -Previous surgery on the reproductive tract. Episiotomies were given routinely or for fetal distress and prolonged second stage.
Detailed history, examination and routine investigations were carried out. Informed consent was taken from each patient. Data regarding age of mothers, parity, and gestational age, type of delivery, intrapartum complications, post partum morbidities and fetal outcome were analyzed. The outcome measures noted were-1 Blood loss. 2 Early post partum pain on day 7 3 Late post partum pain on follow up at third month 4 Sexual discomforts. 5 Urinary/ bowel incontinence. 6 Fetal outcomes.
Post operative pain was assessed by 10 cm long visual analog scale-VAS (no pain=0), (worst pain=10).Analgesics in the form of paracetamol 500mg TDS was given on day 1 and then on demand. Statistical analysis was done using unpaired t test and Fischer test where applicable. NS -Not Significant ; Sig -Significant Table 1 shows that majority of patients in both groups were in age groups (20-30) yrs and gestational periods between (38-39.6) wks. Primiparous women constituted maximum no of patients in both groups. The total no of deliveries during this 6 month study period was 302. One hundred and fifty three women were enrolled in the study. One hundred and eleven women underwent routine episiotomy and formed the control group. The study group included 38 women who had spontaneous tears. Four women had intact perineum and were excluded from study. The no of women where episiotomy was withheld was 42. In the control group, 18 women had additional tears besides episiotomies in the form of contra lateral 1 st or 2 nd degree tears, extension of episiotomy, third or fourth degree tears. The no of instrumental deliveries was 23. Routine episiotomy was done in 20 women in this subgroup; out of which 8 women suffered additional tears.
IV. Results And Observations
The outcome data is shown in table 4. The blood loss was more in the control group. Severe perineal injury in the form of 3 rd and 4 th degree tears were 10.5% in the study group and 9% in the control group. The incidence of 3 rd and 4 th degree tears were more in our study due to inclusion of instrumental deliveries. Time taken to suture and post partum fever rates was similar in both groups. Both early and late post operative perineal pain were significantly less in the study group compared with the control group. This was also proved statistically. Early perineal pain (P value < 0.0001. Confidence Interval 3.16 to 1.78) and late perineal pain (P< 0.0001. Confidence Interval -1.37 to -0.80). None of the women in either group developed bladder/bowel incontinence. One woman in the study group had difficulty in sexual intercourse while 8 women in the control group gave similar history. The average hospital stay was slightly less in the study group. There was no significant difference between the two groups in respect to neonatal outcome except that NICU admissions were slightly more in the study group.
V. Discussion
The incidence of episiotomy in our study was 72.5%. The incidence varies in different parts of the globe. The RCOG gives incidence of episiotomy as 8% in Holland, 14% in England, 50% in U.S.A. and 95% in Eastern Europe (March 2007). According to J. Reproductive Medicine 2006, the incidence of episiotomy in India is 95%. It is particularly high in private sector hospitals (91.8) and tertiary care set up (80.7%).
Physicians have a greater trend of performing episiotomies than midwifes. The decision to perform episiotomy may be influenced by several factors such as non assuring FHS, instrumental deliveries, practitioner ' s preference and training. Physicians performing episiotomy believed that it decreased 3 rd and 4 th degree perineal tears, preserved the muscles of pelvic floor, accelerated healing and protected against fetal asphyxia & trauma. However, it has been found by Thacker & Banta; who reviewed data from , that the routine use of episiotomy was unjustified and had no additional benefits, rather resulted in increased blood loss, perineal laceration & dyspareunia.
Episiotomy is equivalent to second degree tear and studies indicate that episiotomy may decrease the incidence of anterior tears, but not posterior tears, rather may be associated with increased risk of 3 rd & 4 th degree perineal tears (7, 8) . In a study conducted by F.C.R. Williams et al, it was found that the rate of 3 rd degree tear was 5 times higher in women with episiotomy as compared to tear (6) . In this study, the statistical difference in this respect was insignificant. Ann M. Weber, in her study found that anal sphincter lacerations occurred in 8.3% of women with episiotomies vs. 3.8% of women without episiotomies (9) . According to data collected by Hartmann & colleagues between 1950 Hartmann & colleagues between & 2004 , women with episiotomies experienced more pain and were more likely to have extensions during delivery. They were 2 times more likely to have fecal incontinence during 1 st five months of delivery. They also had 53% more incidence of sexual discomfort, 3 months postpartum (10) . In our study, the average pain score in the control group was (4.7-early) and (1.1-late), while that in the study group was (2.3-early) and (0.1-late) which was much less. 2.6% experienced sexual discomfort in the study as against 7.2% in the control group. However, there was no incidence of bladder/bowel injury in our study. In this study, 9% women in the control group had more blood loss as compared to 5.2% women in the study group. Similar observations have been made by other authors. According to Ma cleod M, et al, episiotomy is associated with high PPH (28.5vs 18.4), need for moderate to strong analgesia (90.5vs 67.6), perineal infection (5%vs 1.4%) and neonatal trauma (38%vs22%) (11) . In our study, one woman in the control group had wound dehiscence, while the neonatal outcomes were comparable in both groups.
According to the Cochrane Review 2009, the use of restrictive episiotomy decreased the risk of relevant morbidities such as posterior perineal trauma (RR 0.88, 95%CI 0.84 to 0.92); need for suturing (RR 0.74, 95% CI 0.71-0.77) & healing complications at 7 days (RR 0.69, 95% CI 0.56 to 0.88). No difference in major outcomes such as severe vaginal & perineal trauma or pain, dyspareunea and urinary incontinence was mentioned (12) . . The practice of episiotomy has been handed down by tradition over the decades and continues to be prevalent even after its effectiveness has been questioned by research. Episiotomy can be avoided by adopting certain measures before and after delivery such as -good nutrition, kegels exercise, and prenatal perineal massage to increase its elasticity, a slowed controlled 2 nd stage, warm compress & support during delivery.
VI. Conclusion
The incidence of episiotomy has decreased from nearly 2 out of 3 vaginal births in 1979 to less than 1 in 5 in 2004 (13) . Episiotomy only protects against anterior perineal tears, but does not provide protection against anal sphincter muscle tears, pelvic muscle damage or incontinence in the mother, nor does it prevent neonatal complications. Women who undergo episiotomy have more blood loss, delayed wound healing and more pain after childbirth.
